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Abstract

Background: Shared decision-making (SDM) is considered the “final stage” that

completes the implementation of evidence-based medicine. Yet, it is also considered

the most neglected stage. SDM shifts the epistemological authority of medical

knowledge to one that deliberately includes patients' values and preferences.

Although this redefines the work of the clinical encounter, it remains unclear what a

shared decision is and how it is practiced.

Aim: The aim of this paper is to describe how healthcare professionals manoeuvre

the nuances of decision-making that shape SDM. We identify barriers to SDM and

collect strategies to help healthcare professionals think beyond existing solution

pathways and overcome barriers to SDM.

Methods: Semi-structured interviews were conducted with 68 healthcare profes-

sionals from psychiatry, internal medicine, intensive care medicine, obstetrics and

orthopaedics and 15 patients.

Results: This study found that healthcare professionals conceptualize SDM in differ-

ent ways, which indicates a lack of consensus about its meaning. We identified five

barriers that limit manoeuvring space for SDM and contest the feasibility of a uni-

form, normative SDM model. Three identified barriers: (a) “not all patients want new

role,” (b) “not all patients can adopt new role,” and (c) “attitude,” were linked to strate-

gies focused on the knowledge, skills and attitudes of individual healthcare profes-

sionals. However, systemic barriers: (d) “prioritization of medical issues” and (e) “lack

of time” render such individual-focused strategies insufficient.

Conclusion: There is a need for a more nuanced understanding of SDM as a “graded”

framework that allows for flexibility in decision-making styles to accommodate

patient's unique preferences and needs and to expand the manoeuvring space for

decision-making. The strategies in this study show how our understanding of SDM as

a process of multi-dyadic interactions that spatially exceed the consulting room

offers new avenues to make SDM workable in contemporary medicine.
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1 | INTRODUCTION

There is consensus about the importance of implementing shared

decision-making (SDM) in the health system. First, SDM is seen as a

framework that preserves patients' right to self-determination.1 Sec-

ond, SDM is key to integrate the three epistemic domains of

evidence-based medicine (EBM): best available evidence, clinical

expertise and patient's preferences.2,3 While SDM was conceptual-

ized at a time when EBM was still in its infancy, present day their

relationship still remains elusive.3 Frequently cited models such as

the three-talk model developed by Elwyn et al4,5 embed EBM in

decision-making through a series of steps starting with the facts dur-

ing what is referred to as “option talk.” In the subsequent step,

values and preferences are discussed that together inform in the

final step of shared decision-making (SDM). Although this neatly out-

lines how the instrumental input of EBM is divided across different

phases of decision-making, it does little to address the integration of

these epistemologically different inputs, which seem to remain

judgements of the individual healthcare professional.* Indeed, SDM

is considered by some as the most neglected component of

EBM.3,6,7

Stiggelbout et al8 note that for “preference-sensitive decisions,”

decisions for which there is no (scientific) certainty about the optimal

strategy, SDM should be the norm. However, the implementation of

SDM has not caught up to the ubiquity of uncertainty that character-

izes contemporary medicine.6 Previous studies9-11 have highlighted

the lack of a shared, coherent understanding of SDM as an important

barrier that obstructs effective implementation of SDM into medical

practice. Although SDM redefines the work of the clinical

encounter,12 it remains unclear what a shared decision is and how it is

practiced.13,14 Lloyd et al9 conclude that this “patchy coherence” war-

rants further exploration of sense-making work, that is, actors' explo-

ration of the differences between the newly proposed practice and

already established practices.15

Building on previous studies, we examine how healthcare profes-

sionals “make sense” of SDM as a practice, inspired by the Normaliza-

tion Process Theory (NPT). NPT describes the implementation of

practices as “resulting from people individually and collectively, to

enact them”15(p2) and denotes that practices are socially shaped to

make them workable in specific contexts.15 As such, building coher-

ence between SDM and established practices requires actors to col-

lectively invest meaning in SDM—i.e. “make sense” of SDM in

practice.

This study explores the sense-making work done by healthcare

professionals working in different medical disciplines in the Nether-

lands and accompanying implementation issues. First, we explore

how healthcare professionals conceptualize SDM and how they

manoeuvre the nuances of decision-making that shape SDM. Fur-

thermore, this study presents a set of strategies collected from dif-

ferent disciplines that may help healthcare professionals to think

beyond existing solution pathways and overcome barriers to SDM in

order to bridge the gap between the philosophy and practice

of EBM.

2 | METHODS

This qualitative study on barriers and strategies related to the imple-

mentation of SDM was set up at a teaching hospital located in

Amsterdam, the Netherlands.

2.1 | Data collection

Eighty three (83) semi-structured interviews were conducted between

February and July 2015 with physicians (n = 28), medical residents

(n = 23), nurses (n = 12), and department managers (n = 5) working in

psychiatry, internal medicine,† general surgery, intensive care medi-

cine, obstetrics/gynaecology and orthopaedics. Interviewees were

asked to describe aspects of SDM and what barriers they encountered

to implement SDM into practice.

In addition, 15 patients from psychiatry and oncology were inter-

viewed about recent experiences with medical decision-making and

barriers that they had encountered to participate in decision-making.

Oncology was selected, because this discipline is characterized by a

myriad of preference-sensitive decisions.‡16 In psychiatry, on the

other hand, SDM is still in its infancy.1,17 SDM may be perceived to

require a difficult balance between patient safety and patient auton-

omy18 that could leave psychiatrists with little manoeuvring space

for SDM.

3 | ETHICS STATEMENT

The study protocol was submitted to the board of directors of the

hospital who, advised by the Advisory Committee on execution of sci-

entific research, granted ethical approval on 31st of March 2015 for

conducting interviews with patients. The interviews with healthcare

professionals were exempt from ethical approval. All study partici-

pants signed informed consent forms prior to the interviews.

3.1 | Data analysis

Each interview was audio recorded and transcribed verbatim. All the

interviews were summarized and sent to the interviewee for member

check. Interviews were coded inductively to elicit themes present in

the SDM definitions. The analysis focused on unravelling how physi-

cians conceptualized SDM and how they manoeuvre barriers that

affect the implementation of SDM in practice.

4 | RESULTS

The results are divided into two sections. First, we outline how

healthcare professionals conceptualize SDM. Second, we describe

barriers that affect the implementation of SDM and we describe a set

of strategies that we identified in the interview data that could help
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healthcare professionals cope with these barriers and make SDM

workable in medical practice.

4.1 | Conceptualizations of SDM

In order to examine how respondents conceptualize SDM, we asked

respondents to provide a definition of SDM. Note that only a few

respondents had been formally trained about SDM. Still, most respon-

dents believed that SDM was already applied in regular practice, albeit

not practiced in a uniform way. The three varieties of SDM used to

categorize respondent's conceptualizations: (a) SDM as a negative

right, (b) Informed decision-making and (c) Tailored partnership,

indeed show that there is no uniform conceptualization. Yet, these

diverse conceptualizations also expose the intricate nuances of

decision-making and tensions that may contest the possibility and

desirability of one uniform SDM conceptualization.

4.1.1 | SDM as a negative right

Respondents frequently see patient input as a (negative) response

to guideline-based treatment options. Two respondents explicitly

described that SDM meant giving the patient a choice in treatment,

in case “the patient does not agree with our advice.” This descrip-

tion resonates with what Azevedo & Dall'Agnol19 describe as SDM

being a “negative right” that stems from the notion that patients

cannot be forced to submit to any course of action against their will.

Another assumption of this framework, referred to as the “Profes-

sional Practice Standard,” is that decision-making is based on “what

any reasonable expert would do,” which excludes patients as active

agents in decision-making.19 Indeed, several respondents men-

tioned examples that show the difficulty of reconciling SDM with

guideline adherence, making attempts to share decisions feel

contrived.

“You give patients certain options that they can choose from,

because we want to give them a choice. Then you tell the patient:

‘[for priming] you can choose between a balloon and Misoprostol.’ But

maybe the patient does not even want to be primed.” (Obstetrician).

According to a gynaecologist, this tension is enhanced by the

involvement of different interests: “[We cannot always simply grant

patient's wishes for example when the patient refuses treatment],

because we have to consider the health of the mother and the child.”

The quotes illustrate the tensions between patient autonomy and

physicians' primary concern for beneficence and non-maleficence.

Thus, it raises the question: “can a patient always be involved in

decision-making when treatment is clinically indicated?” Not taking

medical action directly opposes the fundamentals of medical

professionals.

The role that clinical practice guidelines (CPGs) play should be

perceived as part of larger system clinical and financial accountability

(eg, reimbursement schemes). We further elaborate on the systemic

contextuality of SDM in the fourth barrier.

4.1.2 | Informed decision-making

The first variety shows how CPGs directly inform the decision to be

made, leaving SDM in an ambiguous place. The second variety, usually

framed as a “higher order” of SDM, alternates between unilateral

flows of information from physician to patient during information pro-

vision, and from patient to physician regarding the selection of treat-

ment. One physician describes himself sitting behind an “advice desk”:

“I inform patients about the options, but the patient decides. We

enthusiastically suggest options, but patients are not obliged to follow

our advice.” This description suggests that decision-making is left up

to the patient while physicians act only as “conduits of medical

knowledge,” which resonates with what Charles et al20 define as

“informed decision-making.”

Although some respondents suggested providing only the options

to patients, most respondents preferred to give advice about the pre-

ferred or most suitable option as well. Psychiatrists mentioned that in

clinical settings, there is a different understanding of autonomy com-

pared to non-clinical settings,21 as patients' judgements rely on the

guidance that physicians provide. Such doctor-patient exchanges con-

test the idea that SDM can be broken up into distinct phases found in

frequently cited SDM models.4,5

4.1.3 | Tailored partnership

The third variety, described by several respondents, tailors decision-

making to the patient's needs and preferences. A psychiatry resident

notes that: “It is very difficult to speak of ‘the patient’ (…). It is very

diverse. [Your approach to decision-making] will depend on a variety

of things, patient's age, the expectations of the physician, the severity

of the disease, the diagnosis.” A few other responses resonated with

this idea of tailoring decision-making with some suggesting that this

should be the guiding principle SDM education. Although these

respondents equate tailored decision-making with SDM, it was diffi-

cult to discern whether the process of tailoring decision-making to the

patient is itself a shared process—even the decision to adopt a pater-

nalistic approach being discussed and agreed upon beforehand.

4.2 | Barriers and strategies

This next section outlines five barriers described by healthcare profes-

sionals and patients followed by set of strategies collected from dif-

ferent disciplines that may help healthcare professionals to think

beyond existing solution pathways and overcome barriers to SDM.

4.2.1 | Barrier 1: “Not all patients ‘want’ new role”

SDM in literature is defined as an ongoing collaboration between

healthcare professionals and patients. However, healthcare profes-

sionals report that not all patients “want”§ to be involved and instead
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adopt a passive role. A literature review in oncology showed that both

physicians and patients think that physicians are better equipped to

make decisions on behalf of patients. Although this may hold true for

medical considerations, it still may be difficult to arrive at the “right”

decision for a particular patient. A physician assistant in oncology

describes: “sometimes that question is literally asked. Such as ‘what

would you do?’ or ‘what should I do?’ or ‘what is the best?’. Well,

that's very often impossible to be answered at all.” Although this bar-

rier was frequently mentioned, no strategies were listed for patients

that (for whatever reason) do not want to participate.

4.2.2 | Barrier 2: Not all patients “can” adopt
new role

One of the barriers related to patients' ability to participate is patients'

unawareness of their options. Oncology patients reported not to be

aware of any treatment options and that they simply agreed to the

recommendation of the oncologist.

[The physician told me that] the tumour will respond

quickly to chemotherapy and [so I agreed]. (…) You do

not think any more about what else is possible. (…) Are

there other treatment possibilities? (…) You do not ask

that anymore. The physician has decided. (Oncology

patient)

The patient describes that he does not feel like an equal partici-

pant in decision-making and hence refrains from deliberating options.

The negative consequences of experienced inequality in the doctor-

patient relationship were sparsely mentioned by patients, and were

never explicitly reported by healthcare professionals.

Some patients mentioned that they at least want to understand

the choice of treatment, even when they do not necessarily object to

a paternalistic approach. Receiving insufficient information or not

being able to understand information are closely related to patient's

unawareness or impeded comprehension of their options. These bar-

riers are reinforced by physician's assumption that patient have

understood the provided information.

Strategies

Strategies often included asking questions to check understanding

that physicians had been taught during communication training:

“when you go home, what will you tell your husband about what you

heard [during the consult]?” Besides checking understanding, which

pertains more to the exchange of information, other strategies

focused on building a trusting relationship with the patient to support

patients to participate. Active listening and adapting the communica-

tion style to the patient and were mentioned as ways to promote

trust. Although trust is considered a condition, it is by no means a

guarantee for patient participation in decision-making and may even

encourage patients to remain passive, as they trust the doctor to

know what is best. Therefore, other strategies that explicitly

encourage patients to participate in decision-making and assure them

that they make the final call were mentioned as well. For example,

some physicians try to instruct the patient about their rights: “[I tell

patients:] ‘it is your choice to make and you can make a different deci-

sion [than me].” Furthermore, four respondents mentally prepare

patients for decision-making by starting their consultation with a sum-

mary of patient's status. Nine respondents mentioned eliciting patient

preferences as a possible strategy “Sometimes you try it together a lit-

tle bit: ‘what do you want?’, ‘What are your expectations?’”. Hence,

trust and explicitly inviting patients to participate can serve as com-

plementary elements to diminish imbalances in the doctor-patient

relationship.

4.2.3 | Barrier 3: Attitude

The previous section briefly referred to skills learned during communi-

cation training as a strategy to promote SDM. However, more impor-

tant than training are inborn traits and attitude that just not every

doctor has, as mentioned by some respondents.

There is scepticism about (…) the “soft side

[of medicine”], it is not interesting to them (Physician)

“You have people doctors (…) people persons,” but you

also have real doctors with a bit of arrogance

(Physician assistant obstetrics)

Similarly, a resident described how attitudes toward patient

involvement in psychiatry could negatively affect SDM. “I think these

people should get more rest and space so they can muster the cour-

age to say what they want, and [that we don't think] that because

they are psychiatric patients, they cannot choose anything.”

Strategies

A strategy that could be promising with regard to attitude entails

strengthening the reflective ability to view cases from different per-

spectives. We explored the potential contribution of the moral case

deliberation (MCD) method as a tool for reflection in 12 interviews. A

MCD builds on exploring the norms and values of the stakeholders

involved in a specific case. Participants are taught to explicate the con-

siderations that underlie their final decision, making the process of

decision-making more deliberate and transparent according to respon-

dents. Participants noted that attending a MCD session led to a shift in

the conversational tone from one that was commonly about convincing

the other toward respecting and understanding each other's perspec-

tive. This shift may positively contribute to SDM in the sense that

MCDs help to really “hear” the other and consider each other's per-

spective before reaching a decision. Finally, multiple respondents

described that they usually make many treatment decisions without

being aware of other's perspectives: [During the MCD] it became obvi-

ous that the ACTUAL thoughts of the patient were not clear. […] We

did not focus on his norms and values for even a second.” This quote
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resonated with remarks from other participants who concluded that in

the future they would elicit patient's preferences sooner.

Note that we acknowledge that attitude toward SDM can both

be an individual trait as well as a systemic barrier, emphasizing that

the situated practice of sense making is embedded in cultural and

structural norms (cf. Schuitmaker).

4.3 | Systemic barriers and strategies

The barriers and strategies described so far situated sense making at

the interface between individual physicians and patients, complemen-

ted by strategies that focus on improving professionals' knowledge,

skills and attitudes. The barriers described below illustrate how sense

making is embedded within the system. The fourth barrier illustrates

how CPGs may impose on decision-making leading to the prioritiza-

tion of medical issues over the right to self-determination. The fifth

barrier illustrates how time constraints that are imposed by a reim-

bursement system of fixed 10-minute consultations render strategies

related to knowledge, skills and attitudes insufficient.

4.3.1 | Barrier 4: Prioritization of medical issues

When only one medical option is available, there is no real decision

for the patient to be involved in, several respondents noted, in line

with “SDM as a negative right.” However, it touches upon the systems

built around CPGs that reinforce clinical and financial accountability.

An obstetrician reported that SDM is facilitated when patient's wishes

align with protocols. When patient's preferences deviate, however,

physicians can find themselves split between adhering to CPGs or try-

ing to keep the patient satisfied by resorting to “demand driven care.”

The quote below illustrates this and shows how such decisions are

entrenched in a larger system of cost concerns and reimbursement

schemes.

Do I have to keep the patient satisfied? Or do I have to

work according to the guidelines and try to save costs?

The patient can choose to return to his GP to request

an MRI; the GP may then refer the patient to another

hospital. In that case, the healthcare costs will be even

higher (…) so should I then ignore guidelines and give

the patient what he or she wants? (Physician)

The limitations imposed by CPGs and the systems built around it

raise questions about how different principles of patient-centred care

and EBM can be balanced in a shared doctor-patient deliberation.

Strategies

Respondents working in psychiatry and oncology emphasized that

patient involvement is always possible, if only to acquire consent. A

psychiatrist noted that patients should not be underestimated; even if

patients are partially incapacitated due to illness, it is still important to

provide a good explanation concerning what treatment the physician

wants to prescribe. Respondents working in inpatient oncology

described efforts to involve patients in every way they can.

“As a doctor, you should explain the things you

do. However, in this department, I find it striking how

much we discuss with patients, including the very small

things: (…) that you have to administer something via

an IV, or that you prescribe pills that look different

from what the patient is used to. I learned, here more

than anywhere else, to discuss everything [with the

patient], which, of course, is very time consuming”

(Physician Assistant oncology)

The exchange of information was also described as a means to

give patients a sense of control. This approach resonates with the

notion of “procedural justice”—concerned with the perceived fairness

of decision-making procedures. Procedural justice theorists posit that

fair procedures reflect respect, trust, impartiality and the opportunity

to have a voice in decision-making.24,25 Described procedural justice

strategies allow room for patients to object or otherwise respond,

thus fostering a bilateral partnership. Especially in outpatient psychia-

try, it is important that patients support the decision made, because

the success of therapy relies on patient's commitment and efforts to

work on their mental health. In any way, the chances of successful

treatment and recovery can be improved by always asking patients

how they feel about the advised treatment and whether it fits into

their life, a psychiatrist suggested. In addition, an oncologist noted

that such questions help to consider and incorporate the differences

in patients' perceptions of the impact of the treatment and its poten-

tial side effects.

Consent and patient participation not only rely on the information

provided, but also, on how this information is conveyed, residents and

physicians in oncology emphasized. A resident, for example,

highlighted the importance of managing patient's expectations with

regard to treatment options and suggested additional training to

inform patients more honestly and realistically. “As a doctor, you

might want it to be better than it is. […] I think sometimes we can say

it all really is not quite so nice if you're constantly on chemo.” In addi-

tion, an oncologist described that the way options are discussed with

the patient is done with the patient's interest in mind.

I am aware that I am steering. The patient is 69, [chemo-

therapy] will be hard for her to endure and she will not

be able to finish the treatment. In that case, I focus more

on the fact that chemotherapy is a heavy therapy (…) I

do mention the 5% extra survival rate but do not dwell

on it. Because sometimes you have to protect patients.

What respondents did not explicitly mention is that

abovementioned strategies can be incorporated into CPGs,** thus

embedding SDM into the systems of accountability built around CPG

adherence.
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4.3.2 | Barrier 5: Lack of time

So far, the strategies have focused on individual physician-patients

interactions. However, the feasibility of these strategies is constrained

by the limited availability of time—most apparent in cases of immedi-

ate crisis. Respondents in emergency obstetrics and oncology noted

that immediate crises are actually quite rare. Still, time pressure may

hinder patients to be given the necessary time to digest information.

An oncologist, for example, describes that patients often feel torn

between emotionally digesting the diagnosis while at the same time

feeling that they need to start treatment immediately.

Strategies

An oncologist and a surgeon suggested “stepping on the brakes” to

give patients time to process. While time is generally in short supply,

professionals from oncology, emergency obstetrics and psychiatry

stressed that patient's emotional and cognitive capacity can be com-

promised, affecting their ability to digest information.

If people have metastatic cancer, chemotherapy can

easily start a week later. I think for shared decision-

making, and for accepting the treatment, it is very

important that you take your time (Oncologist).

Although consulting time is often in the forefront of discussions

about lack of time, oncologists stressed that longer consultations

would only wear on patients: “No, there is no need for more time [per

consult] (…) [Because] a person can listen for max half an hour. It is a

lot [to take in all at once]”. Professionals and patients in outpatient

psychiatry also reported on the risk of information overload. Conse-

quently, strategies were also sought outside of the consulting room. A

psychiatrist mentioned that he usually schedules follow-up consults

and sends his clients home with specific questions that they can pon-

der in the meantime as input for the follow-up consult. This idea of

having patients prepare in advance of consultation was supported by

many healthcare professionals. Some referred to the use of online

tools, such as decision aids and online information platforms that

patients could consult. Respondents saw the advantage of such tools

mainly in terms of freeing up time to deliberate options during consul-

tation or using the tools in the consulting room to make sure that

patients receive the same information. Nevertheless, none of the

respondents reported using decision aids in practice. One respondent

critically remarked that decision aids could be used mainly for gather-

ing information. Nevertheless, making sense of the information in

relation to one's own circumstances goes beyond clinical indicators,

thus limiting the scope of what such tools can be used for.

Decision support studies, as far as I have read them,

they have not been examined or considered the coping

style of the patient (…) so [that the decision is affected

by your perspective] (…) is not actually incorporated

into the models that decision aids are developed from

(Physician).

Another strategy that was suggested to take SDM beyond the

confines of the consulting room was to involve an independent party,

considered by one respondent to be especially important given

today's highly specialized healthcare system.

Forty years ago, doctors knew everything. Nowadays,

the research is catching up on us, things are changing

very rapidly, and health care is much more differenti-

ated into all kinds of sub-specialisms (…) [We need

generalist physicians] that act as coaches for patients,

who can explain the information, weigh the pros and

cons together with the patient. Shared decision-

making is an important part of that. There is no one

truth or a clear good or bad anymore (Physician)

Involving an independent party was also central to the “time out

conversations” that have been implemented in oncology.

After patients have been diagnosed with cancer (…)

they first talk to their GP about what is going on. What

is the proposed treatment? How are you doing? Do

you want to be treated in that hospital? (…) [Alterna-

tively] do you want to go to another hospital to get a

second opinion? (…) These kind of subjects are

discussed in a (…) time-out conversation with the GP

[acting as an independent party] (Oncologist)

Experiences with the breakout conversations in oncology showed

that GPs expressed a need for instructions from the oncologist in

order to fulfil their role effectively. Thus, roles and collaborations

between different healthcare providers are reconfigured to accommo-

date an understanding of (S)DM as an interprofessional and tran-

smural process. To conclude, this section on system-level barriers and

strategies shows how decision-making is conceptualized more as a

multi-dyadic process that is distributed across several contact

moments between medical and non-medical actors.

5 | DISCUSSION

This study examined how healthcare professionals give meaning to

the concept of SDM in everyday practice. The findings describe three

varieties of SDM: (a) SDM as a negative right, (b) Informed decision-

making and (c) Tailored partnership. This variety of decision-making

styles resonates with the doctor-patient partnership framework

developed by Charles et al20 that distinguishes different types of part-

nership: paternalistic decision-making, SDM and informed decision-

making. Nevertheless, the authors note that physicians will mostly opt

for “intermediate approaches” to patient-doctor partnership in order

to accommodate to the unique particulars and patient needs—thus

offering a flexible decision-making continuum. Indeed, our findings

show that many healthcare professionals position themselves some-

where around the centre of SDM, as depicted in Figure 1 below.
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Previous studies perpetuate SDM as a normative model that

encourages judgements about differences between current practice

and “desired” practice.27 We underline a more nuanced understanding

of SDM that builds on an increased awareness of one's position on

and movement across the dimensions of the decision-making

framework—building on the need for a “subtler vocabulary.”28 For

example, constraints imposed by CPGs were perceived by some as

narrowing the manoeuvring space to paternalistic decision-making.

Meanwhile, others proposed a nuanced shift from paternalistic

decision-making to procedural justice to foster a bilateral flow of

information and maintain patient's sense of control even when there

are no options to choose from. We summarized these approaches in a

set of strategies that offer different perspectives on how manoeuvring

space can be occupied and expanded and resonates with the notion

of SDM as a “graded” framework (see also: Berg et al28).

Berg et al28 note that for every decision patient autonomy needs

to be balanced against other ethical principles. This continuous

balancing act shows how SDM is a process that may take on differ-

ent shapes over the course of a treatment trajectory, rather than a

one-off interaction. Our findings showed that individual and sys-

temic barriers impose constraints on this ethical balancing act, limit-

ing the manoeuvring space for SDM. As a result, sense making in

large part revolved around exploring manoeuvring spaces and trying

to adapt accordingly. The fifth barrier, for example, showed how

time constraints are imposed by a reimbursement system of fixed

10-minute consultations that render individual-focused strategies

insufficient. Rather, strategies emphasized how decision-making

should be conceptualized as a multi-dyadic process that is distrib-

uted across several contact moments with medical and non-medical

actors. This shift toward “distributed decision-making”2927 illustrates

that our understanding of SDM affects our assessment of its feasibil-

ity by offering new avenues for making it workable in contemporary

medicine.

More research on system-level interventions is needed to expand

the borders that surround the doctor-patient interaction29 and

manoeuvring space for SDM, including the adaptation of CPGs to

facilitate SDM.26,30

5.1 | Limitations

A limitation of this study is the predominant representation of

healthcare professionals, mostly hospital-based physicians and medi-

cal residents. We acknowledge that certain topics require further

study to include the perspectives of other relevant actors. One such

topic is the operationalization of distributed decision-making. Further-

more, we decided not to touch upon the contested distinction

between patients' unwillingness and inability to become active agents

in decision-making, because we feel these issues have been discussed

more extensively in other papers.22,31

6 | CONCLUSION

This study explores how healthcare professionals make sense of SDM

and accompanying implementation issues. Previous studies identified

lack of a shared, coherent understanding of SDM as the most important

barrier that hinders moving from current to desired practice, thus fram-

ing SDM as a normative model. This study found different varieties of

how SDM is defined and practiced. Furthermore, we identified five bar-

riers that limit the manoeuvring space for practicing SDM. Building on

this, we framed the diverse ways in which healthcare professionals

define and practice SDM not as a lack of consensus, but rather a

response to the limitations posed by barriers that contest the feasibility

of a uniform, normative SDM model. There is a need for a more

nuanced understanding of SDM as a “graded” framework that allows

for flexibility in the decision-making style to accommodate patient's

unique preferences and needs. An understanding of SDM as a process

of multi-dyadic interactions that spatially exceed the consulting room

offers new avenues to make SDM workable in contemporary medicine.
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ENDNOTES
* Although this act of integrating and weighing cannot necessarily be

explicated in SDM models in order to guide practice, this “how to” is cur-
rently also not addressed in medical education, as courses on EBM and

SDM so far have remained separate. (See References 3).
† Oncology, neurology and gastroenterology.
‡ Decisions for which SDM is advocated as the preferred decision-making

style.
§ The contested distinction between patient's willingness and ability to

participate in decision-making is discussed extensively in Reference 22.
** CPGs could signal moments when clinicians' are advised to elicit patient

preferences. Furthermore, CPGs could support SDM by offering a list of

probing questions to assess for example whether a therapy would fit

into the patient's life. (See Reference 26).
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